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CASE REPORTDuodenal stent insertion as palliative treatment for
Bouveret’s syndrome
K. Mukhopadhyay, H.A. White, A.F. Watkinson*Royal Devon and Exeter Hospital, Exeter, UKIntroduction
Bouveret’s syndrome is a rare condition character-
ized by gastric outlet obstruction secondary to
impacted gallstone in the duodenal bulb.1 It occurs
most commonly in elderly women2 who are often in
poor general condition and at high surgical and
mortal risk. Relief of the acute gastric obstruction
is of primary importance. Endoscopic treatment
with stone extraction, extracorporeal shockwave
lithotripsy, intracorporeal electrohydraulic litho-
tripsy and endoscopic laser lithotripsy have all been
described as alternatives to surgery. We present a
case where the patient’s poor clinical state
precluded a surgical procedure and palliative
treatment in the form of fluoroscopic duodenal
stent insertion was carried out, with good result.TCO
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Case history
An 89-year-old man presented with a history of
3 days of colicky central abdominal pain associated
with malaise, nausea, vomiting and complete
constipation. There was a past history of gastric
polyps. Examination revealed upper abdominal
tenderness and distension. Vital signs were stable
and blood tests showed a haemoglobin of 11.6 g/dl
and a C reactive protein of 43 mg/dl.
The day after admission, the man experienced an
episode of haematemesis and became cardiovascu-
larly unstable; his haemoglobin dropped to 8.3 g/dl,
CRP increased to 82 mg/dl and troponin was
estimated at !0.01 ng/ml. An emergency upper
gastrointestinal (GI) endoscopy was performed. TheUN
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oesophagus was normal and the stomach contained
a small amount of fresh blood. There was com-
pression of the duodenal lumen at the D1/D2
junction, apparently occluded by an extrinsic
lesion.
CT of the thorax, abdomen and pelvis demon-
strated two large gallstones in the gallbladder
lumen and another outside the gallbladder in the
soft tissues surrounded by an inflammatory mass,
closely related to the duodenum. The inflammatory
mass appeared to cause extrinsic compression of
the second part of the duodenum, resulting in
partial gastric outlet obstruction (Fig. 1). There was
no free gas in the abdomen or biliary tract. As most
of the stomach was intrathoracic because of a large
hiatus hernia, it was not dilated, but the oesopha-
gus was distended. There was extensive consolida-
tion of the lungs, attributed to aspiration
pneumonia. Although the CT features were not
typical of Bouveret’s syndrome, in which the
gallstone is impacted within the duodenum, the
inflammatory mass produced by the eroding gall-
stone in this case was sufficient to replicate the
symptoms of Bouveret’s syndrome. Conservative
treatment was decided on because of the man’s
poor clinical condition.
Barium meal examination 1 week later, together
with a repeat endoscopy, confirmed the persistence
of a gastric outlet obstruction which had progressed
from partial to complete. The man’s condition
continued to deteriorate, and relief of the gastric
outlet obstruction was deemed of paramount
importance. Conventional therapeutic options
such as endoscopic removal of the stone or
lithotripsy were considered inappropriate because
the gallstone was not impacted within the duodenal
lumen. The man was too unwell for laparotomy and,
as the gallstone was within an inflammatory mass, a
laparoscopic approach was thought unsuitable.
Following a multidisciplinary, meeting, it was
decided that duodenal stent insertion for the reliefClinical Radiology Extra (2005) 60, e75–e77gists. Published by Elsevier Ltd. All rights reserved.
Figure 1 CT demonstrating a gallstone (arrow) outside
the inflamed gallbladder, adjacent to the duodenum. A
similar calculus is seen within the gallbladder.
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palliative care for this patient.
Under fluoroscopic control, two overlapping
stents from the mid stomach to D3 were deployed
across the gastroduodenal stricture (Fig. 2). Con-
trast medium flowed freely from the stomach into
the duodenum after the procedure. Within 24 h, the
man’s clinical condition improved, he became
asymptomatic and his abdomen became soft. He
commenced oral fluids and a surgical intervention
was averted. However, 14 days after stent insertion,
his respiratory signs and symptoms continued to
deteriorate and he developed progressive pneumoniaUN
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Figure 2 Fluoroscopic duodenal stent insertion showing
narrowing of the lumen of the duodenum due to external
compression. Flow of contrast medium is seen distal to
the obstruction, following stent insertion.unresponsive to therapy. He also became confused.
Blood cultures grew coagulase-negative Staphylo-
coccus and Candida. Chest radiograph showed left
lower lobe consolidation. The presumptive diagnosis
was septicaemia secondary to aspiration pneumonia.
However, despite extensive medical support, the
man died following a cardiac arrest.ED
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Discussion
Although the clinical picture of gastric outlet
obstruction due to gallstone was first described by
Beaussier in 1770, the syndrome was named after
the French physician, Leon Bouveret, when the
latter published two case reports in 1896.1 In the
present case, the gallstone had not eroded fully
through the duodenal wall but was in the process of
doing so. The upper GI haemorrhage was possibly
due to partial erosion of the duodenal wall. Only a
minority of patients will present with upper GI
haemorrhage, as in this case, from secondary
duodenal ulceration or cystic artery erosion.2
Radonak et al.3 described a similar case of
recurrent upper GI haemorrhage due to a partially
eroded gallstone.
When gallstones enter the intestinal tract
through a biliary-enteric fistula, 90% pass on with-
out causing symptoms.4 When obstruction does
occur, the least common site is the proximal
duodenum or pylorus, as in our case.5 Furthermore,
associated clinical symptoms of Bouveret’s syn-
drome, such as nausea, vomiting and epigastric
abdominal pain, are non-specific.
Imaging aids early diagnosis of this morbid
condition. Although abdominal radiography is not
the primary diagnostic tool, in 30% to 35% of cases
of gallstone ileus the clinical presentation and the
Rigler triad (bowel obstruction, pneumobilia and
ectopic gallstone) may suggest the diagnosis.6 The
Rigler triad is more commonly seen on CT. Use of
oral contrast medium in CT improves delineation of
an isodense gallstone; it may also depict the biliary-
enteric fistula.7 Endoscopic retrograde cholangio-
pancreatography has the advantage of therapeutic
options, but it did not help our patient. Recently,
Pickhardt et al. described the use of magnetic
resonance cholangiopancreatography in the diag-
nosis of Bouveret’s syndrome, particularly where
the gallstone is isodense to bile or fluid.8
Because of the surgical and other mortal risks in
cases of Bouveret’s syndrome, endoscopy is pre-
ferred as a therapeutic option. Literature review
reveals several reports of endoscopic therapy;
stone extraction,9–11 extracorporeal shockwave
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fragments,12 intracorporeal electrohydraulic litho-
tripsy13 and endoscopic laser lithotripsy14 have all
been described. However, duodenal stent insertion
for relief of gastric outlet obstruction due to
Bouveret’s syndrome, by either endoscopic or
fluoroscopic means, has not to our knowledge
been previously reported.
In this instance the patient responded well, with
immediate relief of gastric outlet obstruction. He
commenced oral fluids and his abdominal tender-
ness and distension subsided. For 14 days following
stent insertion, until his death, he remained
symptom free, with a soft abdomen and tolerating
oral fluids.Conclusion
The early resolution of symptoms following stent
insertion would suggest that this should be con-
sidered as palliative treatment for individuals with
Bouveret’s syndrome who are unfit for surgery, or
when endoscopic gallstone removal is not feasible.Acknowledgements
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